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10.4103/ija.IJA_666_17 A 16-year-old girl was admitted with a history of road traffic accident and facial bone fractures. She sustained Le Fort II fracture with dentoalveolar fracture involving upper and lower incisors. Intrusion of both upper canines were present. Computed tomography of the brain and neck was normal. Airway examination revealed decreased mouth opening because of pain. Fractured premaxillary segment with four incisors was mobile. Both upper canines were not visualised. There was no active bleeding or signs on airway compromise. Neck movements were adequate. Next day she was posted for microplating of maxilla and arch bar fixation in both upper and lower incisors. General anaesthesia with nasotracheal intubation was planned. On the day of surgery 0.025%, xylometazoline drops were instilled into both nostrils. After attaching electrocardiogram, non-invasive blood pressure and pulse oximetry, anaesthesia was induced with intravenous (IV) fentanyl 100 µg, midazolam 2 mg, glycopyrrolate 0.2 mg, and propofol 100 mg. After confirming ventilation and adequate mouth opening, vecuronium 5 mg IV was given. Maxillary impression tray was gently placed over maxillary teeth [ Figure 1 ]. A flexometallic tube of internal diameter 7 mm was inserted into left nostril and with gentle laryngoscopy (size 3 macintosh) it was guided into trachea. Interincisor space was adequate and there was no difficulty in intubation. Postintubation impression tray was removed. The maxillary segment was undisplaced with no bleeding. Throat pack was placed. Surgery and extubation was uneventful. [1]
Our patient had a mobile premaxillary segment and no other signs of difficult airway. Hence, we decided to do gentle direct laryngoscopy for securing airway. But sometimes during difficult laryngoscopy, the anterior maxillary teeth are wrongly used as a fulcrum resulting in dental injuries. This trauma can displace the mobile maxillary segment resulting in fresh bleed and worsening airway.
Dental guard have been successfully used by otolaryngologists in suspension laryngoscopy and by anaesthesiologists during intubation in patients with loose tooth. Dental guards decrease the transmitted pressure of the laryngoscope to the upper incisors. [2] So, dental guard could be useful in our patient with mobile maxillary segment. Instead we used maxillary impression tray [ Figure 2 ]. Impression tray is used by dentists to take impressions of teeth. It is strong compared with dental guards because it is made of metal. Hence, it was better than dental guard in preventing transmission of forces to the upper incisors in case laryngoscopic blade rests on incisors. The edges of impression tray were also smooth; hence, there was no injury to oral mucosa. The concern with use of impression tray is that it decreases the interincisor space, which may lead to difficulty in intubation. The impression tray we used was maxillary impression tray which has a palatal segment. The mandibular impression tray has no palatal segment. So, using mandibular impression tray for intubation would result in increased intraoral space compared with using maxillary impression tray.
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